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Where there is no artist 


f the many diseases that the poor . 


are vulnerable to, the biggest killer 
is poverty. Today poverty has been 
recognized as a ‘disease’ by itself, for 
we realize the link between development 
and a healthy population and between 
poverty and ill health. 


Diseases like malaria, tuberculosis, HIV/ 
AIDS, leprosy and other vaccine 
preventable diseases target the poor 
and developing countries most. 


To make matters worse, over the last 
decade we have witnessed the emerging 
pressures of globalization and 
privatization. Healthcare has steadily 
shifted towards the private sector which 
means an expansion of services for 
those with money and a steep decrease 
in the care available to the poor. 


Combating diseases caused by poverty 
is a daunting task. It is because of this 
that organizations like the World Health 
Organization and others have accorded 
priority to the alleviation of this burden 
through highly orchestrated program- 
mes like the Massive Effort. Com- 
mendable as these programmes are, 


the fact that there is a re-emergence of 


many old diseases along with an 
increase in anti-microbial drug resis- 
tance, indicates that the lessons learnt 
in the last 30 years may not be enough. 
The last frontier is yet to be conquered. 


The challenge now is to re-priortize and 
invest in health interventions which can 
act as a catalyst to reduce poverty and 
promote development. 


This issue of Contact brings together 
stories on Massive Effort. Apart from 
features which elaborate on the Massive 
Effort (Eva Ombaka and John Grange) 
readers will find a sample of the healthy 
debate on selective approach versus 
comprehensive PHC (David Heymann, 
WHO and Mike Rowson, MedAct) along 
with a challenging article on how 
churches can help (Dorothy B. Lee). 
But more importantly we have a string of 
poignant experiences — Some are 
success stories at the national level; 
others are testimonies of NGOs 
struggling to translate ideas into practice 
in different regional context. 


Na 


Together we can — 


Two experiences on tackling AIDS/HIV 
— one from Brazil and the other from 
Senegal — are good models from two 
different parts of the world. They give us 
an insight as to how communities can 
rise to the challenge by tapping their 
own resources and initiatives. 


The Moldovan experience on TB high- 
lights how ‘dedicated’ funds are needed 
to ensure accessibility of drugs that are 
so vital in a programme like DOTS. In 


_ sharp contrast, we have the Bangladesh 


experience as a model on how the 
government can work with NGOs to 
tackle such problems. 


Tackling malaria has never been easy. 
High costs and complex treatment 
protocols have confounded the best of 
intentions. The story from Africa looks 
at these vital issues, while the input 
from India is about appropriate strategy 
for malaria control and underlines the 
fact that all the efforts will come to naught 
unless the people rise in support. 


Last but not the least is the ‘Mekong’ 
experience. This eye-opener summar- 
izes some of the lacunas in a vertical 
programme and emphasizes the 
importance of adapting programmes to 
the socio-economic milieu. 


| trust that this collection will make it 
evident that while there is no single . 
solution to success, there is hope. These 
stories inspire action and show a way to 


‘move forward. 


Reena Mathai-Luke 
Editor 
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MASSIVE EFFORT 


AGAINST DISEASES OF POVERTY 


Six diseases, namely tuberculosis, malaria, diarrhoeal diseases, 

pneumonia, measles and HIV/AIDS cause 90% infectious disease /\, 
deaths. Although these are problems all over the world, there is an i 

increasing recognition that developing countries face great 

challenges as they seek to address these health threats. 

This cluster of diseases, often referred to as ‘diseases of poverty’ °‘ 

— because affordable drugs and prevention tools are usually not Y 


easily accessible — not only inflict the poor but also directly affect 
the economic growth of the poor countries. Eva Ombaka explains: 


What is ‘Massive Effort’ 


In recognition of the need for the world to 
unite against the diseases of poverty, 
the G8/G7 leaders made a commitment 
to fight them. This concerted effort to 
meet the challenges and improve 
capacity of health services has come to 
be referred to as Massive Effort Against 
Diseases of Poverty. 


They are: (a) Reduce by 25% 
the HIV infection 

rates. (b) Reduce by 
50% the onslaught 
of malaria and tuber- 
culosis. (c) Enlist the 
support of WHO 
UNAIDS and. 
the inter- 

national 

community 
and ask 
them to 
scale up 
their efforts 
to achieve 
these goals. 


Three focus 
areas were 
identified to 
help fight these 
diseases by the year 2010. 


This is intended to offer a new vision for 
ensuring that global health resources 
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achieve maximum and sustainable 
impact. It is expected to ensure that 
people and their households have the 
life saving tools and knowledge to protect 
themselves. The effort also builds on 
WHO’s core priorities i.e. 


@ Focusing health resources on the 


burden of disease suffered by poor 
populations. 


@ Developing sustainable and equitable 


INTRODUCTION 


Leading killer diseases 
and pneumonia can be 
controlled by using 
existing interventions 
that are well within our 
each. 


Jean-Claude LejeuneWCC 


"Future perfect...a disease 


free world 


INTRODUCTION 


Jim Loring/Teartimes 


Health is a human right 


Six Communicabl r Dis a 


healthcare delivery. | 


@ Catalyzing and engaging private/ 
public partnerships. 


@ Encouraging social movement to 
address health care within the context 
of development. 


This effort also provides new 
opportunities for innovation in scaling up 
global efforts to achieve measurable 
results against diseases of poverty. 


In addition, a number of strategies to 
address the main diseases have been 
proposed. We highlight three main 
diseases: 


HIV/AIDS 


WHO reports that the overarching aim 
of the global response to the HIV/AIDS 
epidemic is to support communities and 
countries to reduce risk and vulnerability 
to infection: save lives and alleviate 
human suffering; and to lessen the 
epidemic’s overall impact on 
development. The scaling 
up of the response to 
the epidemic is based 
on activities that have 
been demonstrated to have 
an impact. Preventive 
measures include: 


e Health andsex education 
in schools and for other 
young people. 

e@ Prevention of mother-to- 
child transmission. 


e Promotion of condoms 


L 


@ ari 
TB 


® Diarrhoeal Disease 


Measles 


@ Malaria 
Ati Other 


e Targeting the most 


@ aips 
Ss 


vulnerable populations. 


e@ Safe blood transfusion. 

e Treatment of STIs. 

e Voluntary counselling and testing. 
In care and support, the measures are: 


e Strengthening health systems, 
infrastructure, human resources and 
training. 

e Ensuring reliable 
commodities. 


e Extending social support including 
support for children orphaned by 
AIDS. 


For these to be successful, all other 
fronts such as reducing stigma and 
denial, involving people living with HIV/ 
AIDS, strong political leadership and a 
multi-sectoral approach to the 
development plans, must be addressed 
simultaneously. 


Roll Back Malaria (RBM) 


Forty per cent of the world’s population 
is at risk of malaria, resulting in an 
estimated 300-500 million cases of 
malaria and at least 1 million deaths 
globally each year. The burden of malaria 


supply of 


is greatest in developing countries, in 


tropical and sub-tropical areas. More 
than 90% of malaria cases and deaths 
occur in Africa among children less than 
5 years of age. 


The RBM partnership was initiated by 
WHO, UNICEF, UNDP and the World 
Bank in 1998. The principle of RBM is 
the involvement of the people or 
communities at risk through more 
effective action. The strategies for RBM 
are: 
e Access to rapid diagnosis and 
treatment at village/community level. 


e Preventive treatment for pregnant 
women. 


e Multiple prevention measures 
(including insecticide-treated bednet 
and vector control). 


e A focus on mothers and children- 
highest risk groups. 


e Better use of existing malaria control 
tools. 


e Research to develop new medicines, 
vaccines and other tools. 


e Interventions such as Integrated 
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Management of Childhood illnesses 
(IMCl) to reduce child deaths from 
malaria. 


e Improved surveillance to improve 
epidemic forecasting and response. 


The initiative faces three challenges 


e Weak and poor quality health 
systems, which serve less than 50% 
of those in need. 


e Limited delivery of the key RBM 
interventions by the public/private 
partners. 


e Insufficient scaling up at country level. 


There is therefore, an urgency to make 
effective malaria treatment available 
close to home and to improve its 
management in the community and 
health facilities: A need to develop new 
approaches/collaborations with other 
sectors e.g. education, agriculture and 
private sector in order to reach most 
communities. In addition, we need to 
invest in mechanisms of distribution of 


Where there is no artist 


goods and services through develop- 


ment assistance/debt relief and 
channelling of support to NGOs, and 
other agencies of civil society. 


Stop tuberculosis (TB) 


It is reported that one third of the world 
population is infected with TB. Every 
day about 20,000 people develop active 
TB and 5000 die from it. Annually, there 
are 8 million new cases of TB and nearly 
2 million deaths. If urgent action is not 
taken to curb the epidemic, TB will kill 
more than 40 million people over the 
next 25 years, fuelled in part by the 
concurrent HIV/AIDS epidemic. TB is 
the leading cause of death in people with 
HIV. In addition, ineffective TB control 
measures lead to an increasing 
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prevalence of multi-drug resistance TB 
(MDR TB), which is over 100 times 
more expensive to treat. 


Strategies to stop TB 


e Government commitment to sustain 
TB control (development of 5-year 
plan; expansion of partnerships to 
private and NGO sectors: effective 
donor coordination and imple- 
mentation of plans for social 
mobilization; and creation of demand 
for TB treatment.) 


e Development of effective response 
to TB, e.g. detection of TB cases 
among symptomatic people: regular 
supervised treatment including 
DOTS; integration into other 
programmes. 


e Regular and uninterrupted supply of 
high quality TB drugs. 

e Reporting systems to monitor 
treatment progress and programme 
performance, including building 
Capacity to sustain progress. 


e A time limited global TB fund has 
been established for two purposes: 


e To address TB drug shortages by 
offering high quality drugs at reduced 
prices through pooled procurement. 
(It is not yet clear how NGOs can 
access this fund.) 


e To provide resources for agencies 
and NGO at global and country level 
to develop capacity/expertise in TB 
control and social mobilization, 

including start-up support for such 

mobilization. 


The Ecumenical Pharmaceutical Network, P.O. 
nya Tel: 254-2-444832/44502 


INTRODUCTION 


Key Themes 
of Massive Effort 


= Fight disease - TB, 
_ Malaria, HIV/AIDS 


= Broaden access to 


medicines 


= Optimal health 
system performance 


= Respond to people’s 
needs 


Infectious diseases pose 
a more deadly threat to 
human life than war 


Mike Abrahams/UNICEF 


J. Schytte/WHO 


FEATURE 


NEW GOALS FOR NEW CHALLENGES 


Overuse of antibiotics in developed nations and the irregular use of quality medicines in 
developing nations, owing to poverty as well as a lack of effective healthcare, have turned the 
tables on us. David L Heymann explains why old killers such as tuberculosis and malaria are 
defying earlier treatments and the importance of making a combined and concerted effort with the 
drugs we have, in order to stem this problem. 


If we fail to make 

rapid progress 

during this decade, 

it may become very 
difficult and expensive - 
if not impossible - to do 
so later. 


at 
P ste Sr 
. 4 2 i 
MMA ges copii 


e are the first generation ever to 

have the means of protecting itself 
from the most deadly and common 
infectious diseases. Today, we possess 
the knowledge to prevent or cure 
diseases such as malaria, tuberculosis, 
HIV, diarrhoeal diseases, pneumonia 
and measles in both wealthy and 
poorer nations. 


In all countries, these diseases can be 
prevented or treated with tools and 
medicines that usually cost a few dollars 
— often mere cents. Due to the use of 
anti-malarials and insecticide-treated 
bed nets, malaria deaths are no longer 
common in Vietnam. Mexico has 
achieved a five-fold reduction in 
diarrhoeal deaths through the use of oral 
rehydration. Increased condom use and 
health education have enabled Thailand 
and Uganda to reduce the spread of 
HIV. The effective use of antibiotics in 
parts of India has resulted in a seven- 
fold decrease in tuberculosis deaths. 


Effective TB medicines reach only afew 


Sluggish response 


But now that life-saving drugs, 
interventions and control strategies are 
available, the world has been slow to put 
them to wide use. In disease endemic 
countries, global efforts have remained 
embarrassingly modest. Only 3% of 
Africa’s children have bed nets. Effective 
anti-TB medicines and treatment 
strategies reach only 25% of the world’s 
TB cases and only half of developing 
countries have adopted the effective 
Integrated Management of Childhood 
Illnesses (IMCI) package. 


We are now beginning to pay for our 
neglect — a price over and above the 
tragedy and suffering infectious 
diseases inflict on millions of people 
annually. Our failure to make full use of 
recently discovered medicines and 
products means that many will slip 
through our grasp. 


Drug resistance is the most telling sign 
that we have failed to take the threat of 
infectious diseases seriously. It 
suggests that we have mishandled our 
precious arsenal of disease-fighting 
drugs, both by overusing them in 
developed nations and by misusing and 
under using them in developing nations. 
In all cases, half-hearted use of powerful 
antibiotics now will eventually result in 
less effective drugs later. 


The window of opportunity is 
closing 


Before long, we may have forever 
missed our opportunity to control and 
eventually eliminate the most dangerous 
infectious diseases. Indeed, if we fail to 
make rapid progress during this decade, 
it may become very difficult and 
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expensive — if not impossible — to do — 


so later. We need to make effective t bi. c Apart om smallpox vaccines, quinine 


of the tools we have now. 


The eradication of smallpox in 1080 Hor 


example, happened not a moment too 


soon. Just a few years’ delay and the ; 
unforeseen emergence of HIV would — 
have undermined safe smallpox — 
vaccination in populations ae ee 


affected by HIV. 


While many exciting research effort 


are currently underway, there is no — 
guarantee that they will yield new drugs _ 
or vaccines in the near future. On 
average, research and development of - 
anti-infective drugs takes 10 to 20 years. — 


The pharmaceutical industry reportst é 
it costs them a minimum of US$50 
million just to bring one drug to marke 


Combined funding for research an 


development into ARI, diarrhoes 
diseases, malaria and TB last year we . 
under that amount. : 


Terrible old visitors who won’t go. 


away 


Today’s most virulent killers have bees . 
at work for centuries. Malaria and acute _ 


respiratory infections have killed 


multitudes throughout much of human. 
history. Infectious disease continues to 
be an omnipresent threat to life and — 
livelihood to alarge segment ofthe world — 


population. 
The changed scenario 


The 20th century has seen an almost 
complete transformation in our 
understanding and treatment of 
infectious disease. Successful 


medications have reconfigured our 
approach to most bacterial and fung, e 
infections, while effective vaccines have © 


been developed against infections such 
as smallpox, measles, typhoid fever, 


rubella, diphtheria, tetanus, yellow fever, 


pertussis and polio. 


In developing nations the story has been 
tragically different. Separated by poverty, 
geography, scarcity of antimicrobials 
and a lack of political will on the part of 
governments whose priorities may not 
be public health, individuals living insuch 
areas have long been consigned to the 
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health care margins. 


and penicillin, few of these breakthroughs 
have been accidental discoveries. 
Instead, they are the result of dedicated 
scientific effort and vast amounts of 
money, time and human labour expended 
over decades. But after a flurry of 
discoveries between 1930 and 1970, 


___ the past 30 years have witnessed fewer 
: _ discoveries in the fight against infectious 


killers. 


With the advent of HIV, the discovery 
and development of antiretrovirals has 


meant yet another leap for war in the 


fight against contagious diseases. The 
introduction of Zidovudine (AZT) in 1985 
_ was followed a decade later by the first 


protease inhibitor. 


Nowadays, the cache of antimicrobial 
weapons targeting infectious disease 


_ has swollen to an impressive arsenal of 
2 more than 150 compounds; but drug 
_ resistance is already nibbling away at 
_ medications that took decades to 


develop and ahostof microbes challenge 
conventional treatment. 


The Poverty paradigm 


In many developing nations drugs are 


freely available, but only to those who 
_ Can afford them. This means that most 
patients are forced to resort to poor 


quality counterfeit or truncated treatment 
courses that invariably lead to more 
rapid selection of resistant organisms. 
A patient infected with a resistant strain 
may endure prolonged illness (often 
resulting in death) and hospital stays 
which in turn result in lost wages, lost 
productivity, family hardship and 


increased infectiousness. 


A massive effort is required 


Although preventionthrough vaccination 
continues to be the ultimate weapon 


-against infection and drug resistance, 


no vaccines are available to prevent five 


_ of the six major infectious killers. Yetit is 


aneedless tragedy that 11 million people 
perish each year awaiting the advent of 
newer miracle drugs and vaccines. 
Prevention and treatment strategies 
using tools available now can be 


FEATURE 


When diseases are 
fought wisely and 
widely, drug resistance 
can be controlled and 
lives saved. 
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FEATURE 


provided to populations throughout 
the world to help eliminate high- 
burden diseases of poverty. 


We need not stand by helplessly 
watching drug resistance increase 
and drug effectiveness decrease. 
Resistance can be contained when 
an infection is addressed in a 
comprehensive and timely manner 
and rarely becomes a public 
health problem. 


The most effective strategy against 
antimicrobial resistance is to get 
the job done right the first time — to 
unequivocally destroy microbes — 
thereby defeating resistance before 
it starts. Today, despite advances 
in science and technology, infect- 
ious disease poses a more deadly 
threat to human life than war. 


We need to therefore use our 
resources wisely; to widen access 
to appropriate medications to 
encompass all people — regardless 
of race, gender or socio-economic 
status — while at the same time 
reserving these precious 
compounds to treat only those 
diseases for which they are 
specifically required. We need to 
continue the fight to end conditions 
of poverty, ignorance, greed and 
social injustice that force individuals 
and health care providers into 
decisions that will ultimately bring 
about our own downfall. The 
potential of drug resistance to 
catapult us all back into a world of 
premature death and chronicillness 
is all too real. 


David L Heymann is the Executive Director, 
Communicable Diseases, WHO, CH-1211,Geneva 
27, Switzerland. E-mail: heymann @who.ch. 
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LESSONS FROM THE LAST 


THIRTY YEARS 


In our eagerness for results, we sometimes 
forget that the ‘means’ is often as important 
as the ‘end’. With international initiatives 
substituting comprehensive primary health 
care with selective approaches there is a 


growing concern that the Alma Ata (and all that it stood for) is 
being shelved in our quest for instant solutions. 

Mike Rowson raises a number of 

questions about these new trends. 


Waiting for vaccines 


A return to selective 
approaches? 


The focus on the group of 
communicable diseases has come 
about partly as a result of the much- 
needed concentration of the 
international community on the 
problems of absolute poverty. 
Donors have been making quite 
large promises of funds for 
diseases such as HIV/AIDS, 
malaria and tuberculosis. But with 
these promises and the eventual 
disbursement of money, will come 
pressure to show results quickly. It 
seems almost inevitable therefore 
that these new resources will be 
placed either in slightly better off 


developing countries’ with 
adequately functioning health 
systems, or in states where health 
systems have broken down 
through vertical programmes. 


But vertical programmes have 
several dangerous side effects: 
they often duplicate existing 
activities; distract health personnel 
who have to focus on the immediate 
outcomes of individual projects 
rather than the long-term 
development of systems; and they 
are sustainable only as long as 
donor priorities stay the same and 
funds continue to flow. In short, 
they have led to a fragmentation of 
health systems and the skewing of 
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Mike Rowson 


Peter Williams/WCC 


priorities. They also remove control from 
national governments and give donors 
more power over national health policy. 


That disease-specific programmes are 
unsustainable, has been known since 
the 1960s and seventies, after the failure 
of malaria eradication in India. The 
implied need to look at health 
development in another way was part of 
the impetus behind the Alma-Ata 
declaration and the _ call for 
_comprehensive primary health care and 
sustainable health systems. This did 
not stop the expansion of selective 
approaches during the economic crisis 
and re-retrenchment during the 1980s. 


Another question arises over defining 
what are the ‘diseases of poverty’ in the 
first place. What about maternal 
mortality, mental health issues and non- 
communicable diseases? A recent 
international report on malnutrition 
estimated that up to 30% of the urban 
impoverished in South Asia may be on 
the verge of major disability from diabetes 
and its consequences. Pan American 
Health Organization (PAHO) reports that 
obesity is a major problem amongst the 
poor in Latin America, and there is 
growing concern over these issues in 
Africa too. 


Recently UNICEF undertook a major 
study looking at the reasons for the 
success of some low-income countries, 
such as Barbados, China, Cuba, 
Malaysia, Zimbabwe and Sri Lanka, in 
attaining high levels of human 
development. The report argues that 
what worked in these countries was not 
selective primary health care, but 
comprehensive primary health care: 
tackling causes of ill health outside the 
health sector, reducing inequalities and 
concentrating on system building are 
the broad outlines of the successful 
approach. All the ingredients outlined at 
Alma-Ata; a fact which the report 
enthusiastically acknowledges. 


Given this compelling evidence, itseems 
strange that WHO doesn’t defend the 
vision of comprehensive primary health 
care more strongly. 


Emphasis on health systems 
During the 1990s donors and govern- 
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ments have increasingly focused their 
attention on the need to build health 
systems. This new focus on health 
systems was accompanied by wide- 
ranging reforms including decentra- 
lization, integration, increasing private 
contributions to health care and 
contracting out of services to the profit 
and not for profit sectors. Decentra- 
lization and integration of services are 
important initiatives, but the processes 
are often under funded and have resulted 
in muddle and chaos. Interviews with 
donors conducted for a forthcoming book 
on economic and health sector reforms 
in developing countries has shown that 
there is widespread agreement that the 
reforms were often of a ‘one-size-fits all’ 
nature and neglected service delivery. 
Some essential services have collapsed 
in the wake of reform. 


The reforms on the financing side, and in 
particular the recommendation for 
increased user charges, have often been 
disastrous: increased charges have 
denied people access to healthcare. 


Despite this concentration on health 
systems during the 1990s, evidence 
gathered by MedAct and Save The 
Children Fund indicates that health 
system effectiveness (as measured by 
assisted delivery and immunization 
rates) has been on the decline in sub 


Peter Williams/WCC | 


Weighed down by poverty 


FEATURE 


Vertical programmes 
often duplicate existing 
activities and distract 
health personnel from 
immediate needs. 


EXPERIENCE 


Research is important 
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Saharan Africa and 
in other countries 
in the developing 
world during the 
last decade, indi- 
cating the need for 
changes in the 
reforms being un- 
dertaken as well as 
substantial new 
inputs of cash. 


It is unclear whether 
the new initiatives 
such as Global 
Alliance for Vac- 
cines & Immuniza- 
tions (GAVI) andthe 
global health fund will 
help us avoid any of 
these dangers inthe 
health sector. GAVI 
has already been 
criticized for its 
focus on new tech- 
nology and the ultra-vertical, national 
immunization days. And it is unclear 
whether the global health fund will be 
used to strengthen health systems at 
all, orsimply end up as agiant commodity 
purchase fund. And what role will 
developing countries and the private 
sector play in these new international 
structures? 


M. Edwards/TDR/WHO 


Policies outside the health sector 


Economic policies which have a direct 
impacton health need careful monitoring. 
Programmes such as those imposed by 
the World Bank and International 
Monetary Fund, needs to be re-evaluated 
as these affect livelihoods, in terms 
of the incomes 
they receive, and 
growth of govern- 
ment health ex- 
penditures. Again, 
the one-size-fits- 
all approach to 
policy-making has 
been the culprit, 
together with an 
ideological focus 
of the reforms on 
market-based 
approaches. 


Disturbingly, adjustment programmes 
appear to have had significant negative 
impacts on another key health deter- 
minant, education, with government 
expenditures falling dramatically over 
the last twenty years. 


Role of governments? 


In an effort to end a ‘one-size-fits-all’ 
approach the Poverty Reduction 
Strategy Paper (PRSP) is studying the 
possibility of giving back control over 
policy-making to low-income countries: 
decisions about economic and social 
policies will no longer be made in 
Washington at the headquarters of the 
International Monetary Fund and World 
Bank. Whether this will happen when of 
course all the money remains in 
Washington, and the IMF and World 
Bank still have the final say over what 
policies are implemented, is a moot 
question. But the fact remains that the 
rhetoric of country-control does give 
poor country governments a bit more 
space for manoeuvre in policy terms. 


Local governments should realize that 
the comprehensive primary health care 
approach is the best way of tackling ill- 
health. Secondly, that economic policies 
which have detrimental impacts on the 
health sector needtobe changed. Thirdly, 
governments will have to avoid adopting 
vertical approach blindly. 


What is the role of WHO? 


WHO can encourage all these 
developments at the international level, 
and give advice to national policy-makers 
on health policy and tackling the 
determinants of health outside the health 
sector. It can also be an advocate for 
comprehensive primary health care and 
take the lead role in revitalizing the health 
for all agenda. To do this, it must stand 
up for health when the policies and 
programmes of other organizations such 
as the IMF and World Bank, and the 
World Trade Organization threaten to 
undermine health. 

Mike Rowson, Medact, 601 Holloway Road, London 


N19 4DJ, United Kingdom. Fax: 254-2-440306 
E-mail: mikerowson @ medact.org Web: www. Medact.org 
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STAKING A CLAIM TO HEALTH 


Access to medicines is one of the many issues that the ‘Massive Effort’ 
hopes to ensure. In Brazil the implementation of a distribution policy for 
ARVs was the result of a long struggle for social rights by activists, health 
professionals and government officials. Veriano Terto JUrt. 


_ The Brazilian AIDS programme 
has been cited by special- 
ists, activists and the 
international media as___ 
an exemplary pro-. 
gramme for combat- 
ing the epidemic in | 
developing coun- 
tries. The Brazilian. 
public health 
system, which 
is routinely 

criticized for not 
finding solu- 
tions to endemic 
problems such 
as tuberculosis, 
malaria, schisto- 
somiasis and 
other tropical 
diseases character- 
istic of developing 
countries, has 
received unexpected 
praise for its efforts to 
deal with AIDS. One of the 
outcomes of the programme 
that has attracted most attention 
has been the 50% reduction in the 
mortality rate for AIDS in the last five 
years. This certainly results from the 
national anti-retrovirals (ARVs) 
distribution policy, which ensures 
universal access to medicines for all 
HIV-positive individuals registered with 
the public health system who have been 
prescribed these medicines. 


The Brazilian public health system 


The drafting and approval of the 1988 
Brazilian Constitution was accompanied 
by a strong campaign by the public. The 
result was progress on various social 
issues, including the establishment of a 
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Sistema Unico de Saude 
(SUS) based on free, full 
and universally avail- 
able health care. This 
meantall Brazilians 
were to be given 
access to SUS, 
whether or not 
they were em- 
ployed and or 
covered by 
other social 
security sys- 
tems. This is 
unique’ to 
Brazil andthe 
distribution 
policy for 
medicines for 
AIDS in this 
country is to be 
taken in this 
context. 


According to the 
Brazilian health care 
system, AIDS should 
be dealt with in the same 
way as any other disease. For 
example, if tuberculosis patients are 
given universal access to the medicines 
necessary to treat their disease, then 
AIDS patients must also be given such 
access. AIDS must not be treated as an 
exception, and must be dealt with in the 
same way as other diseases treated 
under SUS. 


The fight for a public health system 
based on the principles of free, full and 
universally available health care and the 
right to health has not been easy nor is 
that struggle over. It has to overcome 
obstacles both inside and outside the 
country. The World Bank, for example, 
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AIDS 
should be dealt 


with in the same way 


as any other disease 
when it comes to 
accessing medicines. 
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Awareness training 
places importance on 
the individual rather 
than the virus. 
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claimed it was economic suicide for 
Brazil to provide universal health care. 
The Bank stated that a health system 
based on this principle could be a disaster 
for the country’s public finances. They 
added that it would be cheaper to invest 
in prevention and thatthe free distribution 
of medicines in developing countries 
was economically and structurally 
unfeasible. 


For Brazilian activists, any cost 
benefit analysis 
that can simply 
conclude that it 
is best to deny 
ARVs to HIV- 
positive 
individuals 
and let 


them die from their illness is completely 
unacceptable. 


Between 1999 and 2000, AIDS NGOs 
and HIV-positive individuals took to the 
streets to protest against the 
government’s economic policy, which 
involved cuts in social services, including 
health, and threatened the government's 
medicines distribution policy. 


Finally the law was renewed to include 
universal and free access to AIDS 
medicines for all those who were 
prescribed medicines in accordance with 
the criteria established by the Ministry of 
Health. Until then, only some states and 
municipalities were distributing ARVs 
and the antibiotics necessary to treat 
opportunist infections and even these 
were not consistent. 


However, it was only after the XI AIDS 
Conference in Vancouver — when ARV 
combinations were accepted as an 


effective treatment — that inhibitions to 
ARVs were overcome andthe medicines 
were accessible throughout the country. 


It was an important victory. But not 
everybody was forthcoming with 
support. Some argued that patients may 
not complete the treatment regimen, 
which in turn could cause the virus to 
develop resistance to the medicines and 
the emergence ofa “super virus.” Others 
felt that this policy was not sustainable 
because of the country’s lack of 
infrastructure for distributing 
such expensive medicines 
and monitoring their use. 
But these same reasons 
were also heard in 
other. international 


forums when access to medicines in 
developing countries is being discussed. 


The reassuring fact is that despite all 
these difficulties, the policy of universal 
distribution of ARVs has become a reality 
and the last five years have proved 
doomsday forecasters wrong. 
Decreased mortality rates, savings in 
hospital expenditure, an improved quality 
of life for AIDS patients and a trend 
towards the stabilization of the number 
of AIDS cases are facts that no one 
can dispute. 


National production of medicines 


Another factor that has helped in the 
battle against AIDS is the country’s 
protocol for the production of medicines. 
In Brazil, seven of the twelve medicines 
usedin ARV combinations are produced 
by the national pharmaceutical industry. 
Further, drug production is not hindered 
by the 1996 Patents Law, because 
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production was authorized before that 
date. Moreover, the Brazilian Patents 
Law states that a medicine patented by 
the international pharmaceutical industry 
can be ignored if it is in the national 
interest to do so because of a national 
emergency, or if prices are excessively 
high. It also permits the government to 
license local production of patented 
medicines if the patent holder has not 
begun local production within three years 
from the date on which the patent was 
registered in the country. 


National production of generics made it 
possible for the Brazilian government to 
avoid becoming a hostage of 
multinationals. It facilitated fairer 
negotiations on medicine prices and 
although there has not been a sharp fall 
in the price of medicines, at least there is 
a trend towards stable prices. 


Lessons from the Brazilian 
experience 


@ Perhaps one of the biggest lessons 
to be learned from the Brazilian 
experience is that good access to 
AIDS medicines cannot be achieved 
by specific and isolated initiatives, 
such as donations and clinical 
research protocols. It can only be 
achieved by an integrated health 
policy in which health care prevention 
and respect for human rights is 
included. 


@ Organized civil society has a decisive 
role. Without the mobilization of 
various sectors of society, including 
political action by HIV-positive 
individuals, it would be much more 
difficult to implement and sustain the 
national medicines distribution policy. 
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@ The AIDS epidemic in Brazil has not 
been halted. In the health care field, 
there is a lack of laboratory tests for, 
for example, CD4, CD8 and viral load 
tests. Also inadequate attention is 
paid to some poverty-stricken areas 
on the outskirts of the big cities. With 
regard to prevention, the epidemic 
continues to spread in socially 
vulnerable and unprotected groups 
such as women, injectable drug 
users, young homosexuals, Afro- 
Brazilians and prisoners. 


m The free market principles of the 
international pharmaceutical industry 
are not applicable to the public health 
situation of developing countries. 
Economic interests must not prevail 
over the right to life and health. The 
Brazilian experience shows that 
effective strategies to deal with the 
HIV/AIDS pandemic cannot be 
achieved where industrial monopolies 
exist, where there is profit without 
social control and where there are no 
ethical guidelines to regulate 
intellectual property rights over 
scientific discoveries. 

Veriano Terto Jrt isthe Coordinatorofthe Interdisciplinary 

Brazilian AIDS Association. Address ABIA, Rua da 


Candelaria, 79, Centro, 20-091 -020 Riode Janeiro, Brazil. 
E-mail: verterto @ alternex.com.br 
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To conclude that it is 
best to deny ARVs to 
HIV-positive individuals 
and let them die from 
their illness was 
completely 
unacceptable. 


Goldschmidt/WHO 
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Senegal has developed an innovative mode to face the HIV/AIDS 
challenge and is a good example of how practical alliances and 
partnerships have compensated for the shortcomings normally found 


Ibrahima Bob narrates how communities LOOKING “ 


receive outreach activities beyond the usual services offered by health 
facilities, and how this extensive networking has resulted in 


in resource-poor environments. 


collaboration rather than competition. 


Saree a West African country with a population 
of 10 million, currently has about 79,000 people 
living with HIV/AIDS: 76,000 adults aged 15-49 years, 
of whom 40,000 are women, 36,000 are men and 3300 
children. Since the beginning of the epidemic, nearly 
42,000 children below 14 years of age have lost their 
mother or both parents due to HIV/AIDS. A grim 
picture but it has not stopped them from trying. 


Early response 


While some African countries were denying AIDS, the 
Senegalese accepted AIDS as an epidemic from the 
beginning and opted for an aggressive prevention 
campaign. 


In 1987, when National AIDS Control Programmes 
(NACP) first started, the country had 45 known AIDS 
cases. Since then, a multi-sectoral response to HIV/ 
AIDS has been a high priority of the government. An 
open dialogue and cooperation between the 
governmentteam and civil society helped to determine 
adequate responses to the epidemic. The National 
AIDS Committee collaborated with a network of NGOs 
and CBOs besides religious and political community 
leaders. With support from donor agencies and 
technical assistance from outside, the government 
drew up alist of priority areas that included safe blood 
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for transfusions, educating vulnerable groups and 
establishing a sero-surveillance system. 


Key players 


Representatives from hundreds of community 
development, cultural and sports associations along 
with youth and women’s groups throughout the country 
received training to increase their awareness on HIV/ 
AIDS. They, in turn, have communicated their 
knowledge to their respective groups. 


In addition, these sessions place importance on the 
individual, rather than the virus and emphasize on 
positivity. Each group receives information about 
Information Education and Communication (IEC) 
methods and is given planning tools to adapt to their 
specific needs. Other key players in this campaign 
are trade unions, associations of sex workers, youth 
groups, women’s cooperatives and networks of People 
Living with HIV/AIDS (PLWHAs). 


Unique strategy 


Senegal’s public health policies involving vulnerable 
groups are unique. Instead of punitive action, it allows 
sex workers to keep the government card which 
permits them to continue with their work. Those who 
work must get tested at special public health clinics 
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every month for sexually transmitted infections (STIs) 
and every six months for HIV. This process has made 
them aware of the dangers of unsafe sex. However, if 


they ever do test positive for AIDS, the card is not. 


revoked. 


Public health officials maintain that a harsher policy 
would only drive infected sex workers underground. 
Instead, women who test positive are counselled 
about why practising safer sex is in their own interest. 
As a result of this ‘different’ approach, STIs, HIV 
_ included, have fallen among Senegalese sex workers 
over the past three years. 


The role of religion 


By involving religious leaders and community elders 
and by capitalizing on Islamic and Christian protective 
norms (abstinence before marriage, fidelity, care of 
those affected), Senegal has avoided the harsh 
resistance seeninsome other countries. SIDA Service, 
a progressive Catholic organization, gives out 
condoms only to married couples in which one or both 
partners are infected. During awareness building 
sessions, community health workers advise the 
audience to use condoms as a “lesser evil” if they 
cannot be faithful, and glean from religious texts to get 
across their message. However, the religious 
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response to the AIDS pandemic is not limited to 
sexuality. 


One of the successes of the Senegalese campaign is 
that fewer and fewer people consider themselves 
immune to HIV infection, understanding that anyone 
can be at risk. Kepka ba sida am garap (keep your 
legs crossed until there is a remedy for AIDS) is a 
common expression used by youngsters, meaning 
that “in our age group” we are still at risk. 


Lessons learned 


Senegal’s success has been in engaging communities 
to respond to-the 
epidemic in a 

positive and 
caring way: 
Involvement 


of community leaders, cultural and religious protective 
norms and a national programme catering for all, 
designed by the people rather than by experts. 


Remaining challenges 


Although Senegal’s population is well educated about 
AIDS and has a low prevalence rate now,it does not 
necessarily imply behaviour change. In addition, the 
Senegalese population is highly mobile, a factor that 
contributes to the spread of AIDS, especially with high 
prevalence rates in its neighbouring countries. Policies 
are not yet in place to provide free ARVs. Nor has the 
issue of guaranteeing the human rights of HIV-positive 
people been resolved. 


Ibrahima Bob, Office and Information Manager Africa Consultants 
International (ACI), B.P.5270, Dakar-Fann, Senegal. Tel.:B +221 824.83.38 
Fax: +221 824.07.41 E-mail:bobibrahim @ yahoo.com 
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uberculosis provides a clear 

measure of the impact of 
poverty, inequity and injustice on 
human health. Fortunately, not all 
those infected develop active 
tuberculosis. About 5% of those 
infected develop the disease within 
three years of infection — so-called 
primary tuberculosis. In the others, 
the bacilli lie dormant in the tissues 
for years or decades, leading to 
post-primary tuberculosis in a 
further 5 per cent. 


There are about 20 million cases of - 


tuberculosis at any given time and 
these infect a further 100 million 
people each year. According to the 
World Health Organization (WHO), 
there are currently more people with 
tuberculosis than at any previous 
period of human history. Unless 
there are radical advances in control 
strategies for this disease, 200 
million people alive today will 
eventually become ill. As a result of 
this horrific situation, in 1993 the 
WHO took the unprecedented step 
of declaring tuberculosis a Global 
Emergency. 


Although treatable, 3 million people 
die of tuberculosis each year and 
this disease is responsible for a 
quarter of preventable adult deaths. 
Indeed, half the world’s cases of 
tuberculosis occur in just three 
countries — India, China and 
Indonesia. The indirect economic 
impact of tuberculosis is severe — 
three quarters of all cases occur 
among those aged 14 to 54 years, 
the economically active age group. 


On an average, a single case of 
tuberculosis reduces the income of 
a household by 25% and the death 
of an adult from this disease causes 
15 years of lost income. Although 
most cases occur in the poorer 
nations of the world, there is a 
distinct relationship between the 
disease and poverty and social 
deprivation in the more wealthy 
nations, many of which are 
experiencing increases in the 
incidence of this disease. 
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AN EPIDEMIC OF INJUSTICE 


Currently there are more people with tuberculosis 
than at any previous period of human history and, 
unless there are radical advances in control 
strategies for this disease, 200 million people alive 
today will eventually become ill. John Grange 
throws light on the situation and explains why the 
WHO had to take the unprecedented step of 


declaring tuberculosis a Global Emergency. 


The ‘cursed duet’ 


The impact of the HIV/AIDS 
pandemic on tuberculosis is 
devastating and the combination of 
the two infections has been called 
the ‘cursed duet’. A person with 
AIDS exposed to a source case of 
tuberculosis has an extremely 
high chance of rapidly developing 
the disease. 


HIV has emerged as the most 
important predisposing factor in the 
tuberculosis pandemic. Only ten 
percent of those infected develop 
tuberculosis but the risk is greatly 
increased in those also infected 
with HIV. 


This is one of the reasons why the 
incidence of tuberculosis has 
soared in many African countries. 
Zambia, for example, has ex- 
perienced a 400% increase in 


notifications of tuberculosis over 
the last decade. This has imposed 
an enormous burden on already 
over-stretched and under-funded 
Similar adverse 
in other 


health services. 
trends will be seen 
continents, 
notably Asia, 
unless the 
spread of HIV 
can be halted. 


There are at 
present some 
40 million HIV- 
infected people 
worldwide and 
an estimated 4 
million of these 
will die of AIDS 
this year. A 
third of these 
deaths, over a 
million, will be 
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caused by tuberculosis. 
WHO’s DOTS strategy 


It is a tragic paradox that while 
tuberculosis is a global emergency, 
its treatment is not only one of the 
most effective, but also among the 
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most cost-effective of all therapies 
for life-threatening diseases. As 


many patients are young adults, 
many years of life are saved if the 
disease is properly treated and this 
can be achieved for around 16 US 
dollars for each patient. 


In the 


V.P. Sharma/WHO 


absence of complicating factors 
such as drug resistance, the great 
majority of patients are cured by a 
six-month course of drugs, provided 
that treatment is given under 
supervision to ensure thatthe patient 
receives allthe doses. Accordingly, 
the WHO has called for the 
worldwide adoption of its DOTS 
(Directly Observed Therapy, Short 
Course) strategy. This strategy is 
based on government commitment 
to tuberculosis control, diagnosis 
by sputum microscopy, provision 
of good quality therapy under 
supervision, audit of the efficiency 
of the control programme and the 
training of health care workers. This 
strategy has been shown to be 
effective in many studies but at 
present only a quarter of 
tuberculosis patients have access 
to DOTS programmes. 


The nightmare of 
unmanageable tuberculosis 


Another tragic consequence of the 
failure to provide good tuberculosis 
control services is that inadequate 
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treatment leads to the emergence 
of strains of the tubercle bacillus 
that are resistant to one or more of 
the standard drugs used to treat the 
disease. Surveys by the World 
Health Organization has revealed 
that, world wide, around 2% of 
cases of tuberculosis are multi-drug 
resistant but in certain ‘hotspot’ 
regions itis very common, occurring 
in up to 35% of cases. 


By use of alternative drugs, multi- 
drug resistant tuberculosis can be 
treated effectively in a high 
proportion of patients but at 
enormous cost. A single case in 
the USA can cost around 250,000 
US dollars to treat. Thus the 
treatment of such resistant 
tuberculosis, even if it were 
attempted at all, would place an 
enormous burden on health services 
in many regions of the world. 


The dawn of hope? 


The WHO has estimated that unless 
there are radical changes in the 
control of tuberculosis the annual 
number of deaths from tuberculosis 
could rise from 3 to 4 million by the 
year 2004. 


Fortunately, there are signs that 
attitudes are changing. In addition 
to a genuine altruistic concern for 
the poor and underprivileged, there 
is the realization that infectious 
diseases can rapidly spread around 
the globe and that nobody is safe 
from infection until all are safe. 


John Grange. Visiting Professor, Centre for 
Infectious Diseases and International Health, 
Royal Free and University College Medical 
School, Windeyer Institute for Medical Science, 
Room G40, 46Cleveland Street, LondonW1P 6DB, 
UK. Tel/fax: 0107-679-9311 
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| WHO IS SCARED OF TB? 


Bangladesh, a tiny developing country sandwiched between 
India and Myanmar has found a unique way to fight TB. 
The foot soldiers in this battle are women, who by custom 
are so timid that they do not even dare to say their 
husband’s name aloud. But now with governmental support 
they have managed to document a new 

success story on TB. Inputs by Reena Mathai-Luke 


Where there is no artist 


People in the villages of Bangladesh are 
a fairly laid-back lot and it is not easy to 
get them excited about anything as 
mundane as a health programme. 


Apart from football and politics, it’s difficult 
to fire public interest, and as for diseases 
like malaria, leprosy or TB, well, what’s 
the noise about, when these are just part 
and parcel of life’s everyday grind? 


In that case, what makes DOTS such 
an unique programme? 


Women power 


The sanctity attached to DOTS in the 
villages today is enviable, thanks to the 
initiative taken by an enterprising NGO 
called Bangladesh Rural Advancement 
Committee (BRAC). This organization, 
with its widespread grassroot base and 
commitmentto health, hit upon the unique 
idea of involving women from the 
neighbourhood to keep a tab on the 
community. These women are the 
backbone of the success story. 


They scout villages and help actively in 
identifying cases that display symptoms 
of TB. They then encourage the patients 
to visit the Shuswasthos or health 
centres and after the disease is 
confirmed they ensure that the patients 
complete the full course of treatment 
under their direct observation. This has 
helped to bring down the prevalence of 
sputum-positive cases to 50% in the 
DOTS areas compared with areas 
where DOTS was not implemented. 


Of course, all this would not have been 
possible if the DOTS programme did not 
get a boost from the health sector. TB 
control is a part of the essential service 
package and the government gives 
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technical back-up along with secondary 
and tertiary level support. 


The DOTS strategy to control TB was 
introduced in 1993. By 2000, 90 per 
cent of its 127 million population had 
access to the treatment. Free provision 
and constant availability of medicines 
were ensured by the government and 
along with motivated volunteers, the 
programme was soon off to a flying 
Start. 


A unified system of recording and 
reporting, training, and management of 
supplies ensured that there are no 
bottlenecks. The effectiveness of the 


strategy is evident from the success 


rate of over 80%, compared with 57% in 
the non-DOTS treatment areas. The 
current estimated TB incidence in 
Bangladesh is 241 per 100,000 of 
population. 


BRAC started in 1992 with nine districts. 
Another eight districts were added in 
1995 and it now covers a population of 
14 million. BRAC also brought 
workplaces into the DOTS purview. One 
example of this effort was establishing a 
DOTS treatment centre in a large textile 
factory to reach the workers and their 
families. 


The Bangladesh experience illustrates 
the potential of Government-NGO 
collaboration to achieve countrywide 
coverage. NGOs have helped in the 
national effort to scale up operations 
without adversely affecting the quality. 
As a result of the collaboration, the 
programme has been able to reach areas 
where the government infrastructure is 
inadequate. 


Formore information on BRAC, contact BRAC Centre, 75 
Mohokali, Dhaka 1212 Bangladesh. Webwww.brac.net 
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MOLDOVA’S COFFERS HOLD THE KEY... 


The best of intentions — like the massive effort — cannot take off unless 
it is supported by financial outlays to sustain the programme. 

TB like other infectious diseases cannot be put on hold or treated 

in an erratic manner. Natalia Cebotarenco narrates the 

Moldovan experience — a case in point how health priorities get pushed 


aside because of the lack of ‘dedicated’ funds. 


Background 


Moldova has a population of about 4.3 
million andis situated between Romania 
_ and Ukraine in Eastern Europe. 


Like most of the newly independent 
states, Moldova is struggling with 
economic and social crises following 
the collapse of the Soviet system in 
1991. 


As a result, Moldova is faced with 
rising poverty as well as an 
increase in the 
diseases that are 
related to poverty. 


To make matters 


the state has defaulted payment by more 
than seven months and the national 
income dropped in 2000 to one-fifth of 
what it was in 1990. 


Poverty is largely responsible for the 
increase in the disease burden as well 
as the inability to access treatment. For 
even though many medicines are 
available in the country, most of them 
remain beyond the reach of the poor. 


TB update 


Given this 
background it is 
not surprising 
that there is a 
sudden in- 


worse, lack of crease of TB 
finance at the state morbidity in the 
level for drug 


procurement has 
made the health 
care system inept 
and made access 
to essential medi- 


last ten years. 
Of these a large 
number of them 
are infected with 
lung TB. 


Natalia Cebotarenco 
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GDP is $315, making it one of aes Ss 
poorest countries. Although registered 
unemploymentis only about two percent, 
the actual number is estimated to be 
about 52%. In addition, Moldovans who 
are employed face low and often delayed 
wages. Average salary for public sector 
employees (including doctors and 
teachers) is $25 and average pension is 
about $10 per month. In the rural areas, 
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relapses. Of the 
total number of new cases, 10.4% were 
registered in prisons. 


Chisinau registered the highest number 
of cases. Other living areas like Ungheni, 
Soroca and Orhei also have high 
incidences. 

According to WTO criterion for 
assessing the threat by TB, a situation 
when there is one eliminator of bacilli per 


to pay for our neglect - 


a price over and above 


the tragedy and 
suffering infectious 
diseases inflict on 
millions of people 
annually. 
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one million inhabitants is not alarming and does not 
present a threat to the general population. The 
Moldovan statistics — 689 eliminators of bacilli per 
one million inhabitants — tells you its own story. 


Statistics also indicate that the incidence of TB 
among children is on the rise - 16.5 in 1990 and 24.4 
in 1998 — and there seems no way to halt this rise 
given the fact that accessibility to essential drugs 
continues to be elusive. . 


Erratic government support 


Earlier, TB hospitals were supposed to provide 
routine free services. However, in reality TB patients 
had to buy all the medicines from the pharmacies 
themselves. Given the high costs of TB drugs, for 
the majority of TB patients — most of whom are poor 
and have large families to support — this is not easy 
and therefore sustaining the treatment became 
difficult. 


In an effort to check the problem the government of 
Moldova adopted a national tuberculosis programme 
in 1996. But soon this collapsed due to erratic drug 
supply, inadequate drug delivery and an unmonitored 
drug intake. Under this programme only 38 per cent 
received TB drugs in 1997, anda year later the figure 
dwindled to about ten per cent with many districts 
complaining that they did not receive any money for 
TB drugs in 1999. 


Patients therefore, are hard put to receive the 
necessary treatment thereby making treatment a 
spasmodic exercise. This in turn leads to a dangerous 
increase in resistance to TB drugs — known as multi- 
resistant mycobacteria- and according to available 
data, these may account for ten to 15% of new 
cases. 


Last year, funds forthe TB programme were released 
in June and December, but since availability of 
medicines are directly hinged to the availability of 
finances, the supply of drugs was impeded and 
irregular. This fluctuation in the availability of drugs 
chokes even the best of programmes like DOTs. 
Besides patients losing interest, drug resistance 
can undo whatever little good has been done. 


With financial outlays for TB drugs for the present 
year still remaining unclear, Molodovans are pinning 
their hopes on international assistance to supply TB 
drugs as donations. Fortunately, The German 
Institute for Medical Mission, Tubingen, Germany 
has come to their rescue. They will provide TB drugs 
through the orthodox church to two TB hospitals: 
Edinet and Soroca Judet. But Moldova has miles to 
00.3) 


Natalia Cebotarenco, Drug Info Moldova, P.B. No. 90 Moscow 
Ave .13/3, Chisinau, Moldova E-mail: office @ drugs.midnet.com 
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A CHURCH SHOWS 
THE WAY 
TO GO... 


More than 1.2 billion 
people survive on 
less than one dollar a 
day and another 1.3 
billion scrape out a living on less than two 
dollars a day. While the government needs 
to put more funding into development, as 
Christians we must closely re-examine our 
individual and congregational 
responsibilities to the poor. Dorothy B. Lee 
shares how the Presbyterian Church (PC) 
in USA supports the Massive Effort in an 
effort to meet this challenge. 


Dorothy B. Lee 


feaert June, the Presbyterian Church in USA, 


called for Presbyterians to engage in advocacy 
efforts such as the World Health Organization’s 
Massive Effort against the Diseases of Poverty and 
to increase related funding. The goal of the Massive 
Effort campaign is to decrease malaria deaths by 
50%, TB deaths by 50% and AIDS deaths by 25% 
over the next ten years. 


The 0.7% Initiative (an UN approved figure as aid 
target for the Organization for Economic Cooperation 
Development-OECD) was subsequently embraced 
as a very practical way for Presbyterians to 
accomplish both these goals. Presbyterians are 
encouraged to become involved in advocacy to 
pressurize the US Government to commitment 0.7% 
of the GNP to international aid. It is hoped that by 
2007, fifty percent of PC (USA) congregations will 
subscribe to the 0.7 principal and by 2010, the USA 
will increase its overseas aid budgets to 0.7 % of its 
national wealth (GNP). 


Why should Christians participate.in the 0.7% 
Initiative? 


The 0.7% Initiative provides an achievable and 
measurable opportunity for the church to make a 
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significant differenc 
wellbeing of people living 
poorest communities. 


The 0.7% Initiative provides an 
opportunity for Christians in high-income 
countries to critically assess individual, 

-congregational and national response 
and responsibility towards a world 
increasingly polarized between rich and 
poor nations. 


The initiative also provides an opportunity 
to demonstrate Christian concern and 
determination, as a community bonded 
by love for God and God’s people, to 
improve the living conditions particularly 
of the poor and wellbeing for all human 
beings. 


How does the 0.7% Initiative work? 


Presbyterians are being asked to make 
a personal commitment to give 0.7% of 
their own income towards alleviating the 
burden of international poverty. They 
then find other groups of individuals 
within their congregation who are also 
interested in making this commitment 
and join together to learn more and 
support each other. Inthe congregation 
there are several groups which can 
provide leadership for the 0.7% Initiative. 


Once interested individuals, groups and 
committees have made a commitment 
to the 0.7% Initiative they bring the 
‘Initiative’ to the congregation as a whole 
to educate and encourage the 
congregation to adopt the 0.7% Initiative 
as a form of stewardship of its own 
resources. Interested members of the 
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0 develop 
creative ways to incorporate those who 
are not involved with any of the groups 
mentioned above and who may have 
little knowledge or interest in the issue of 
poverty. In some congregations this 
“uninterested “ group may represent the 
majority of the church membership. 


After the congregation has made a 
commitment to the 0.7% Initiative, they 
are encouraged to address their elected 
officials from the perspective of a body 
that is already giving 0.7% to international 
development and demand that their 
government keep its commitments and 
do likewise. 


Conclusion 


The health status and living conditions 
of people in poor countries today is in 
need of many changes. Christians, z 
as congregations and as 42 
individual citizens of high 
income countries in the global 
economy, have it within their 
power to make a difference 
in supporting and walking 
with their brothers and sisters 
who live in poor countries 
and are working to improve ___ 
their lives. Lean 


Dr Dorothy Brewster Lee is the 
Co-ordinator, International Health 
Ministries of the Presbyterian Church, 
USA E-mail: dblee @ctr.pcusa.org 


WHO 
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Where there is no artist 


EXPERIENCE 


PEOPLE’S MOVEMENT AGAINST MALARIA 


: Millions of World Bank dollars are being rolled out to combat malaria, but all 
the dollars/rupees in the world, all the insecticide-treated mosquito nets in the 


world, and all the ‘gambusia fish in the world’ will come to nothing, if the 
people do not rise up in support. Dr Johnny Oomen reports from Orissa. 


N. Wilmore/TDR/WHO 


The incidence of malaria in the hill 
districts of western Orissa is grossly 
underestimated, under-stated and 
unreported. The National Malaria 
Eradication Programme (NMEP) 
reported that Orissa accounted for 
25 per cent of the cases and 55 per 
cent of all deaths due to malaria. In 
the hill villages, foreach person who 
tests positive, there are likely to be 
99 untested, unrecorded and 
uncared for persons with malaria. 


Struggle with malaria 


Decades ago, Dr Madsen, founder 
of the Madsens Institute for Tribal 
and Rural Advancement (MITRA), 
attempted mass chemoprophylaxis 
with sulfas, on a control trial basis. 
Then, and now through MITRA, 
village health workers have been 
trained to recognize and treat 
malaria, keeping stocks of 
chloroquine in each village. In 1994, 
when the new information system 
showed reasonably reliable data on 
the dimensions of the problem, the 
team decided to focus on malaria. 
Through interaction with resource 
organizations and involvement with 
the people, a clear-cut alternative 
strategy, as a supplement to the 
National Malaria Eradication 
Programme (NMEP), evolved. 


The alternative, preventive and 
Curative community-based malaria 
control strategy is village-level, 
people centred, health education- 
based, employs social mobilization 
and generates demand. Prevention 
is through deltamethrin-treated 
mosquito nets and neem oil-based 
repellents. Treatmentincludes early 
clinical diagnosis, prompt treatment 
and referral where needed. 
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MITRA strategy — a case study 
covering a population of 9,045,64 


Step1: Education 


(January 1996)We shared informa- 
tion on malaria in all 38 villages. 


Step Il: Demanded generation 


Undertook a systematic malaria 
education campaign in villages. 
Demanded more information based 
on resolutions passed by the village 
as a whole. 


(December 1996) — Thirty villages 
undertook campaigns. 


Step Ill: Malaria control 


Villagers opted for malaria control 
through insecticide-treated 
mosquito nets (ITMN) Each village 
decided on a method to procure 
mosquito nets. Mutually acceptable 
dates were set. The village allocated 
responsibility for organization, 
keeping accounts and collection of 
dues. The payment was made in 
installments as decided by the 
village, in agreement with MITRA. 


Village peopleimpregnatedthe 


nets — an event that takes — 
on a festive flavour! 


December 31,1996-— 
Twenty-one villages 
confirmed using nets 
and others were | 
waiting for nets. ve 


Immense demands ‘et check | 


The demand for mosquito 

nets, even in the interior 
areas, had been immense and the 
willingness to pay, consistent. 
Payment in installments had been a 
great boon to the poorer families. 
The economic losses due to malaria 
out weigh the cost of the nets five or 
ten fold. Flies, mosquitoes, bed bugs 


and head lice have decreased visibly 


— an advertisement in itself! 


The response was unprecedented. 
On April 1, 1996, there were less 
than 15 nets in this 9,000 plus 
population; 75 percent of the people 
had neither heard of nor seen a 
mosquito net. By January 1997, 
there were over 400 insecticide 
treated mosquito nets in use (in 
most families, members share the 
nets). And the demand for these 
nets is spiralling — contrary to the 
predictions of many local prophets 
of doom. 


Sustainability 


All programme models run the risk 
of not being reproducible or 
sustainable. While insecticide- 
treated mosquito nets have 
significantly decreased malaria 
morbidity and mortality in many 
developing countries, its cost has 
been debated. Can the poor afford 


S. Lindsay/TDR/WHO 


to buy nets? Our experience is that 
when presented with the facts, in a 
setting of trust and rapport, the poor 
realize they cannot afford not to 
have nets. 


DrJohnny Oommen: Head of Community Health 
Department, Christian Hospital, Bissamcuttack, 
Orissa, India E-mail: mercyj95@ yahoo.com 
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Background 


There is great concern at the renewed 
outbreaks of malaria in Burundi. Malaria 
hit Burundi in the last quarter of 2000. 
The disease rose to epidemic levels in 9 
of the country’s 16 provinces. In 
November alone, 720,000 people fell ill 
countrywide even as mobile teams 
fanned out to bring care to malaria 
sufferers in isolated villages. Importantly, 
Burundi is not an exception. Africa bears 
- the brunt of malaria andlong term control 
is not possible unless supported by 
funds and drugs besides research. 


The development of planting in 
marshland in which vector mosquitoes 
proliferate, the halting of vector control 
programmes and the probable 
resistance to Chloroquine may explain 
this epidemic. 


Causes 


‘If the epidemic’s direct causes were 
natural—the parasite-carrying mosquito 
and climatic factors — its indirect causes 
were man-made. Virtually all vector 
control programme were stopped in 
1993, the year the country fell into war. 
Field studies also showed that the 
parasite prevalent in the outbreak was 
resistant to the standard Burundian 
treatment protocol for simple cases — 
Chloroquine/Fansidar — adding to the 
virulency of the epidemic. 


Treatment 


Malaria treatment protocols include both 
first-line and second-line treatment. 
Patients with uncomplicated malaria are 
treated with first-line drugs and those 
who do not respond to this are treated 
with second-line drugs. 


Rigid Attitudes 


In Africa, national treatment protocols 
have traditionally mandated the use of 
one anti-malarial drug — either 
Chloroquine or Fansidar as first-line 
treatment. Butin recent years resistance 
to these drugs has_ increased 
dramatically and experts now strongly 
recommend changing protocols to 
include a combination of drugs. 


But the government is often reluctant to 
change. It took months of persuasion 


contact n°173 - April-June 2001 


EXPERIENCE 


Burundi’s 6.5 million population have little respite from pain 
and death. First it was the war and now its malaria. Even in 
a ‘normal’ year, almost a third of the population is affected 
by malaria. Last year an epidemic ravaged the country and 
over 720,000 cases were reported in just one month. 
Excerpts from a report on the changing national treatment 


protocols in Africa. 


and an increase in the death toll to force 
the government to accept a more 
effective medicine as an alternative. In 
July 2001, Burundian authorities and 
the World Health Organization finally 
accepted the use of another drug, 
Coartem (artemether and lumefantrine 
combination) amore effective drug using 
artemisinine derivatives. 


Conclusion 


@ When considering changing national 
treatment protocols, it is essential 
that financial considerations do not 
lead to sub-optimal medical choices. 
When effective drugs that can save 
lives are available it must be included 
in national protocols. 


# Developing countries should not be 
forced to cope with the financial 
burden ofimproving malaria treatment 
on their own. International aid should 
be forthcoming to help implement 
practical solutions. 


@ Antimalarials produced in Asia should 
be made available in Africa as soon 
as possible. WHO should expand 


the existing pre-qualification system 


for AIDS drugs 
cover to malaria 
too. 


¢ If we are to 
succeed, then 
research and 
development for 
malarial treat- 
ment should be 
actively sup- 
ported. 


Source: Médecins Sans 
Frontieres 


S. Lindsay/TDR/WHO 
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EXPERIENCE 


HOPE AND DESPAIR 
ON THEBANKS OF MEKONG 


Global efforts in their enthusiasm to cap diseases 
sometimes fail to understand the socio-economic ethos 
of the region. This myopic view often leads to problems 

that could have been avoided. Karl Dorning, cites the 


Mekong Region countries (Vietnam, Cambodia, Laos, Yunan in hie and BHT BEV ATED as an 
example. This area has been unsuccessfully struggling to combat HIV/AIDS for the past 10 years 
and is juggling between total denial and innovative prevention programmes. 


The mighty Mekong River is the 
lifeblood of millions of people who 
live on and around its meandering 
path. Italsohas beenasilent witness 
to the sadness brought on by 
decades of war. Today, it is witness 
to a new threat. Guns and mines, 
no longer kill — but a new killer — 
AIDS is taking the toll. 


While world attention tends to focus 
on the African HIV situation and 
despite some remarkable success 
stories in the region (such as 
Thailand), the threat posed by HIV/ 
AIDS to the many countries in the 
Mekong Region could be 
catastrophic. 


A mistake 


In the past, programmes in the 
region focused only on education 
about the virus (how transmission 
takes place and how onecan protect 
oneself from the virus). This was a 
mistake. HIV, perhaps more than 
any other epidemic in our history, 
has forced us to recognize that a 
disease of this sort and magnitude 
has far-reaching social, economic, 
political and spiritual dimensions. 
This socio-economic thrust can 
work both ways and can either fuel 
the epidemic or help to bring it under 
control. 

Geographical compulsions 


It is important to recognize that, 
despite national boundaries in the 
region, cross-border movement of 
large numbers of people has played 
a major role in fuelling the epidemic. 
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There are many causes for this. 
Economic circumstances in Burma 
(Myanmar), for example, have 
forced more than 1 million people 
across the border into Thailand in 
search of employment. 


Burmese women and girls in 
Thailand’s sex industry is well- 
documented and needs no 
elaboration. But this is the tip of a far 
greater problem. Many young 
Burmese men and women working 
in the fishing industry, or working 
as labourers are easy victims. 
Distanced from their cultural values 
and their families, and with asteady, 
dispensable income andno savings 
facilities cannot be bothered about 
safe sex, let alone a relationship 
with a life-long partner. In addition, 
lack of access to health services 
by these predominantly illegal 
migrants further compounds the risk 
of transmission and the inability to 
provide care and support to those 
infected. 


A vulnerable lot 

A second factor is the sharply 
increasing vulnerability of 
adolescents and young people 
across the region, particularly those 
who are out of school and who do 
not have access to education and 
health services. 


Limited resources in many of these 
countries of the region severely 
curtails the development of 
appropriate programmes for the 
young (and indeed all those 


vulnerable to infection). For 
example, it is estimated that last 
yeara total of US$5 million (including 
United Nations and _ non- 
governmental organization funding) 
was spent on combating the 
epidemic in Myanmar. By 
comparison, Thailand spent more 
than US$200 million. Even basic 
options, such as the use of condoms 
to prevent transmission, are not 
available to the vast majority of 
people in the region because of 
cultural inhibitions. 


Not easy to reach 

Restricted access to people 
engaged in high-risk behaviour, 
such as informal and formal sex 
workers, drug users (including 
injecting and non-injecting) and 
homosexual men, further 
compounds the complexity of 
response. This includes the 
continued difficulty of reaching 
people providing informal sex 
services and their clients. The 
associated epidemic of tuberculosis 
both complicates treatment and 
absorbs the meagre health 
resources of many countries in the 
region. 

It is a tough road ahead, but like the 
mighty river itself, given the 
necessary supportive environment, 
it is not difficult to turn the tide from 
despair to hope. 


Courtesy: Global Future, World Vision. Web: 
www.wvi.org E-mail: global_future @ wvi.org 
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THE ECUMENICAL RESPONSE 


TO THE CHALLENGES OF HIV/AIDS IN AFRICA 


ere. GLOBAL came | wl. 


_ The Global Consultation met 
in Nairobi in the last week of 
November, 2001. The Plan of 
Action, an outcome of a 
dialogue between three 
groups of partners - churches, 
ecumenical and church-related 
organizations in Africa; 
churches, ecumenical and 
_church-related organizations 
in Europe and North America; 
and the World Council of 
Churches — is intended as a 
guide map to knit together 
church leaders and their 
congregations to speak 
honestly about HIV and AIDS. 
Excerpts: 


Vision 

The ecumenical family envisions a 
transformed and life-giving church, 
embodying and thus proclaiming the 
abundantlife to which we are called, 
and capable of meeting the many 
challenges presented by the 
epidemic. For the churches, the 
most powerful contribution we can 
make to combating HIV trans- 
mission is the eradication of stigma 
and discrimination: a key that will, 
we believe, open the door for all 
those who dream of a viable and 
achievable way of living with HIV/ 
AIDS and preventing the spread of 
the virus. 


Commitments 


@ Wewill condemn discrimination 
and stigmatization of people living 
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with HIV/AIDS as a sin and as 
contrary to the will of God. 


@We will urge our member 
churches to recognize and act on 
the urgent need to transform 
ourselves if we are to play a 
transforming role in the response to 
HIV/AIDS. 


@ We will launch a global effort to 
stimulate theological and ethical 
reflection, dialogue, and exchange 
on issues related to HIV/AIDS. 
Issues will include: 


e Sin and sinner, stigma and 
stigmatized. 


e Sexuality. 

e Gender. 

e Love, dignity and compassion. 
e Confession and repentance. 


This reflection will continue to 
challenge us to suggest guidelines 
for transformation of our churches, 
and support our search for an 
ecclesiology that will help us to 
address the issues raised by the 
response to HIV/AIDS. 


In addition the plan includes 
guidelines on advocacy, preven- 
tion, care and counselling, 
education, support and treatment 
and gender equality. It also 


UPDATE 


recommends sensitivity to local 
cultures and about the language 
used in the liturgy. 


Mechanisms 


The response, as defined in the 
Plan, will require a new level of 
cooperation and creativity as well 
as the strengthening of capacity 
and the developing of mechanisms 
at all levels. 


These mechanisms will be set up in 
line with the following criteria: 


e tocreate acentral facilitating point 
in the WCC 


e toputinto place regional resource 
support and facilitation for churches, 
ecumenical organizations and 
church-related organizations 


e to ensure national capacity for 
resource support and facilitation 
for churches, ecumenical organiza- 
tions and church-related organiza- 
tions 


e to use existing structures of 
churches, ecumenical organiza- 
tions, and church-related organiza- 
tions (international, regional and 
national) wherever possible 


e to provide technical resource 
support at key points 


e toensurecreative communication 
and networking, making best use of 
electronic communication 


e to establish an international 
reference group to accompany the 
implementation of the plan 


e to ensure fund raising channels 
and mechanisms that maximize 
ease of access to funding and which 
take into consideration local 
limitations and realities. 


These mechanisms are intended to 
operate in such a way that they 
support churches, ecumenical and 
church-related organizations, and 
strengthen their response to HIV/ 
AIDS. 


It is the responsibility of each 
church, ecumenical and church- 
related organization to own this plan 
and ensure that it is implemented. 


Source: Excerpts from the Global Consultation. 
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BIBLE STUDY 


WHY DO WE FAIL TO 
READ THE SIGNS OF THE TIME? 


JOHN 4: 1-42 


Disease and disappointment are an integral part of life, but there is a hidden message 
from God even in our illness. All one needs is to read the signs correctly. 


Read the signs 


Jesus also said to the multitudes: When you 
see a cloud rising in the west, you say at once 
“A shower is coming”; and so it happens. And 
when you see the south wind blowing, you say 
“There will be scorching heat”; and it happens. 
You hypocrites! You know how to 
interpret the appearance of earth 

and sky; but why do you not know 

how to interpret the present time? 

(Lk 12.54-56) 


Even atthe time of Jesus, people 

had developed a certain capacity 

to predict. Those who were able 

to read the signs properly were in - 

a position to say about the next 

day. Jesus recognized this ability. 

But in his eyes the real challenge was 
elsewhere. What is required is “to read the 
signs of the time”. What gain is it to be able to 
predict the future if we are unable to understand 
what is at stake in the present hour? 


Signs are opportunities 


Signs play a decisive role in human life. Again 
and again we are confronted with the question 
as to how “signs”, i.e. events that occur in our 
life, are to be interpreted - an illness, a victory 
or a defeat, a disappointment, or whatever else 
we may experience. Ultimately, in everything 
that we experience is hidden a message from 
God. As in a mirror we are shown who we are 
and where we stand. A secret voice addresses 
us, pointing to the way which we are to choose. 
Through signs we are given guidance. Signs 


are opportunities. If we do not perceive them, 
they will become missed opportunities. 


Whatis true for the life of each individual human 

being is also true for humanity as a whole. God 

speaks to humanity through signs. For years 

we have been warned that the climate system 

will lose its present equilibrium if we are 

not prepared to reduce drastically 

our emissions of greenhouse 

gases. It becomes ever more 

manifest that we are pursuing a 

suicidal course. But we continue 

to ignore the signs. As in Jesus’ 

time, we are satisfied with 

forecasts for tomorrow’s weather 

but close our eyes to the long- 

term danger. You hypocrites! Why 

is it so difficult to recognize the signs 

for what they are really saying? The 

answer is obvious: because God’s voice is at 

first sight contrary to the dynamics of human 

life. Is it therefore not a normal first reaction to 

close one’s eyes? The trouble is that in doing so 

we close our eyes to God’s gift of life. Through 

the parable, Jesus urges us to overcome this 

first reaction and to listen to the secret voice of 
God’s love. 


Questions for reflection 
1. Are we ignoring the signs of our times? 


2. In the challenges that we face are we closing 
our eyes? 
Adapted from Together On The Way To ,Volume 11, 


number 4 (December 2001) Lukas Vischer Federation of 
Swiss Protestant Churches 
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For further information on Massive Effort Against Diseases of Poverty please contact 


WHO 

Gregory Harti, 

WHO spokesperson 

Email: hartlg@who.int 
Website: http://www.who.int 


Where Needs Meet Rights 
By Bas de Gaay Fortman 
and Berma Klein Goldewijk ° 


ISBN:2-8254-1319-4 
160pp. Price: Sfr 15.00 US$ 
9.95, 6.50 pounds, 9.90 euro 


While most advocacy for 
human rights tends to 
emphasize people's civil 
rights rather than their 
economic and social rights, 
authors of this book call for 


The Clinical Use of Blood 
Handbook 

This book is designed to 
provide a quick but fairly 
detailed reference to 
transfusion, particularly when 
urgent. It has been prepared 
by an international team of 
Clinical and blood transfusion 
specialists and reviewed by 
relevant WHO departments 
and critical readers from a 
range of specialties from all 
regions of the world. 


Health and Poverty Gender 
Analysis: Briefing prepared 
for the Swedish International 
Development Co-operation 
Angency published by Oxaal, 
Zoe; Cook, Sarah. 1998. 


This report has five main 
parts: Debates on health and 
poverty; Debates on gender 
equality Gender perspective 
is important in linking health 
and poverty concerns; 
Implications for policy and 
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MedAct 

Save the Children 

17 Grove Lane 

London SE5 8RD, UK 
Website:http://www. 
savethechildren.org.uk 


creative new approaches to 
economic and social rights, 
which must be rooted in 
human needs, human dignity 
and legitimacy even as it is 
underpinned by religious 
convictions. 


Christfor All People Edited 
by Ron O’Grady . 

This striking collection 
presented in full colour 
includes some of the best 


Published in 2001, 219 pp, 
ISBN 92-4-154539-9 Price: 
Sfr. 15. (For developing 
countries Sfr. 10.50) Order 
no 1150485. 


WHO Model Prescribing 
Information- Drugs Usedin 
Bacterial Infections 

This booklet is intended to 
provide up-to-date and 
independent clinical infor- 
mation on essential drugs, 
including dosage, uses, 


programmes of a gender 
perspective; New directions: 
Areas for further research 
policy development. 


Although progress has been 
made in improving health 
indicators, this progress has 
been uneven, particularly in 
poor countries. Inequity in 
access to services for poor 
people and low quality care 
have been identified as 
problems in health services 


Campaign for Access to 
Essential Medicines 
Medicins Sans Frontieres 
Website:http://www. 
accessmed-msf.org 


RESOURCES 


| Schuftan: aviva@netnam.vn 


CONTACTS 


Dear reader please note: 


PHAisnowknownasPHM 
(movement)Website:www. 
phamovement.org 

E-mail: gksavar @ citechco.net | 
listserveris pha exchange | 
@kabissa. org(moderator Claudio 


WCC PUBLICATIONS 


contemporary Christian art 
from around the world and 
offers a journey through the 
life of Jesus. It is a testimony 
to the mission and talent of 
numerous artists worldwide. 
The short reflections 
accompany the images add 
to their relevance 

ISBN 2-8254-1339-9 160pp 
Sfr 49.50 US 24.95 17.50 
pounds and 32.50 euro 


World Council of Churches 
P.O. Box 2100 

1211 Geneva 2 

Switzerland 

Tel: 41 22 791 6111 

Fax: 41 22 791 0361 
E-mail:publications @ wcc- 
coe.org 


WHO PUBLICATIONS 


contraindications and 
adverse effects. 

It can be used as a source 
material for adaptation by 
national authorities, in 
particular in developing 
countries that wish to produce 
drug formularies, data sheets 
and teaching materials. 
Published in 2001. 177 pp, 
ISBN 92-4-140107. Price: Sfr 
35 (for developing countires 
Sfr. 24.50) Orderno 1150483 


OTHER PUBLICATIONS 


provision. 22pp. report no. 
46. 


Source: BRIDGE (developing 
gender), Institute of Develop- 
ment Studies, University of 
Sussex, Brighton BN1 9RE, 
UK. Tel: (440 1273) 606261; 
Fax: (440 1273) 621202/ 
691647; E-mail: bridge @ ids. 
ac.uk; website: http.//www. 
ids.ac.uk/bridge. 
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NETWORKING 


ANNOUNCEMENTS 


Congratulations!! 


Tribute 


LETTER 


TB control 


We are pleased to announce that 
Dr Christoph Benn has been selected as 
the NGO representative from the developed 
nations to the board of the Global Fund to 
Fight AIDS, TB, Malaria (GFATM). 
Milly Katana is the representative from the 
South. 


The GFATM is an independent, public- 
private partnership committed to sharing 
resources and expertise across the globe to 
fight AIDS, TB and malaria. 


Workshop on Transfection of Malaria - 
from April 15-22, 2002 willbe held at Parasites 
International Centre for Genetic Engineering 
and Biotechnology, New Delhi, India. 

Resource people include Alan Cowman, 
Brendan Crabb, Manoj Duraising, Jenny 


It is with grief that we have to inform our 
readers that Dr David B Larson passed away 
on March 5, 2002 at his residence. 


Readers will recollect that the Faith and 
Healing issue (170) featured Dr Larson’s 
interview ‘The Search for Shalom’. His 


Dear Editor 


Dr Christoph Benn who is a medical doctor in 
tropical medicine and public health is the 
Head of the Department for Policy & Studies 
with the German Institute for Medical Mission. 
He has worked extensively in Asia & Africa 
and is passionate about fighting HIV. 
Christoph works with many national and 
international organizations including WCC, 
EAA, the German Network Covenants for 
Action Against AIDS and of course is an 
active participant in Contact editorial 
committee. 


Thompson (WEHI, Melbourne, Australia) 
and Vir Chauhan (ICGEB, New Delhi, India). 
Tel: +61-3-9905 4822. Fax +61-3-9905 4811 
For further details please contact: Dr Alan F. 
Cowman E-mail: Cowman @wehi.edu.au. 


contributions to the field of health and 
Spirituality are renowned. 

He is survived by his wife Susan and their 
two children Chad and Kristen. 

We pray that the Lord will grant his family the 
strength and courage to bear this loss. 


| was very impressed by your coverage of the AIDS pandemic and your call for action to 
provide antiretroviral drugs for those in need in the latest edition of Contact. There is, however, 
one very important area of HIV management that could save thousands of years of human 
lives every year in a very cost-effective way; namely, tuberculosis control. The International 
Union Against Tuberculosis and other agencies are very concerned that so little attention is 
given to this major problem by the HIV agencies. 


John M Grange, Visiting Professor, Centre for Infectious Diseases 
and International Health University College London. 


Contact deals with various aspects of the churches’ and communhity’s involvement in health, and seeks 
to report topical, innovative and courageous approaches to the promotion of health and healing. 


Contact, magazine of the 
World Council of Churches is 
published quarterly in English, 
French, Spanishand Portuguese 
by apartnership of the World 
Council of Churches (WCC); 
Christian Medical Association 
of India (CMAI); German 
Institute for Medical Mission 
in Tabingen (DIFAM), and 
Medical Coordination 
Secretariat of the Netherlands 
(MCS). Present circulation is 
approximately 15,000. 


28 


Articles may be freely reproduced, 
providing that acknowledge- 
ment is made to: Contact, the 
publication of the World Council 
of Churches. A complete list of 
back issues is published in the 
first annual issue of each 
language version. 


Editorial Committee: Christoph 
Benn, Christinade Vries, Elizabeth 
Moran, Patricia Nickson, Sonia 
Covarrubias and Reena Mathai - 
Luke. 


For this issue we acknowledge 
the contribution of Manoj 
Kurian, Nanda Chandrasekharan, 
Miriam Reidy-Prost, Catherine 
Alt, and Jenny Roske. Editor: 
Reena Mathai-Luke; Design: 
Indira Mark; Mailing — List: 
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